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ABSTRACT Agminated blue nevus (ABN) is a melanocytic nevus rarely 
mentioned in the literature and not well known. The term agminated is 
used when many blue nevi are clustered together in a sharply demarcat-
ed area ≤10 cm. Specific dermatoscopic features have not currently been 
clearly defined. We describe two cases of ABN and provide a review of the 
literature, reporting the main points in order to facilitate the diagnosis of 
this rare entity.
KEY WORDS: dermatoscopy, head, melanocytes, blue nevus, scalp
INTRODUCTION
Blue nevi are melanocytic lesions which are often 
observed in acral sites and the buttocks. However, the 
trunk, face, scalp, and mucosae may be also affected. 
Clinically, blue nevi are solitary lesions with a homog-
enous dermatoscopic blue pattern. An agminated 
pattern may be present, causing clinical and patho-
logical challenges. Agminated blue nevus (ABN) is a 




A 60-year-old woman presented with an asymp-
tomatic blue lesion on her forehead. The lesion had 
been present since she was 40-year-old without any 
substantial changes in size, color, and texture. Her per-
sonal and family history was negative for malignan-
cies. Clinical examination revealed a group of 4-5 blue-
brown macules and papules of different sizes, within 
the perimeter of about 2 cm × 3 cm (Figure 1, a). Der-
matoscopy showed a homogeneous pattern in each of 
the “pigmented islands” with blue or brown-blue color. 
Hair follicles were clearly visible inside the pigmented 
papules and had no pigmented infiltration. The skin 
between the papules did not show pseudo-cicatricial 
regression or peppering (Figure 1, b). After a follow-up 
of 30 months, the lesions did not show any changes in 
size, color, and texture and, after consultation with the 
patient, we did not perform a biopsy.
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Case 2
A 58-year-old man presented with a melanocytic 
lesion in his vertex. The lesion was dome-shaped, 
with a dark blue color. Other multiple bluish nodular 
lesions were observed at the periphery of the lesion, 
interspersed with healthy skin. The central lesion 
had a diameter of 2.5 cm, while the peripheral ones 
had a maximum diameter of 1 cm. Dermatoscopic 
examination showed a homogenous blue-whitish 
pattern (Figure 2). Family and personal history were 
negative for melanoma. However, an excisional bi-
opsy was performed. Histologically the lesion was 
characterized by dendritic melanocytes and islands 
of plump spindle melanocytes with abundant cyto-
plasm (Figure 3). Melanophages were present within 
and between the islands of spindle melanocytes. No 
mitoses, necrosis, or atypia were found (Figure 4). Ac-
cording to the clinical and dermatoscopic features, a 
diagnosis of agminated blue nevus was established.
Figure 4. Pigmented spindle melanocytes. No mito-
ses, necrosis, or atypia were found (hematoxylin and 
eosin, ×40).
Figure 1. a) Asymptomatic blue lesion on the head, con-
sisting of 3 macules interspersed with healthy skin. b) The 




Figure 2. Five nodular melanocytic lesions, with a dermato-
scopic homogeneous blue pattern surrounded by skin not 
affected by melanocytic proliferation.
Figure 3. Dendritic melanocytes together with is-
lands of plump spindle melanocytes with abundant 
cytoplasm (hematoxylin and eosin, ×20).
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DISCUSSION
ABN can be a dermatological pitfall. It is a rare le-
sion and its incidence is unknown. The differential di-
agnosis includes intradermal Spitz nevus, combined 
speckled lentiginous nevus (1), melanoma, and ma-
Table 1. List of agminated blue nevi described in the literature (2-21)
AUTHOR YEAR AGE SEX SITE CASE(S) DERMATOSCOPY HISTOLOGY
Upshaw 1947 9 M Trunk 1 NP Common blue 
nevus
Dorsey 1954 NP NP NP 2 NP Cellular blue 
nevus
Pittman 1976 18 M Leg 1 NP Common blue 
nevus
Shenfield 1980 56 M Epigastrium 1 NP Common blue 
nevus
Atherton 1980 10 M Trunk, limbs 1 NP Common blue 
nevus
Hedricks 1981 14 M Sternum 1 NP Common blue 
nevus
Tuthill 1982 18 F Collarbone 1 NP Combined blue 
nevus
Ishibashi 1990 25, 16, 
15
F, F, M Chest, leg, 
shoulder
3 NP Common blue 
nevus
Hofmann 1992 66, 36 NP Arm, back 2 NP Combined blue 
nevus
Misago 1993 67 M Hypochondrium 1 NP Combined blue 
nevus
Velez 1993 57 M Shoulder 1 NP Common blue 
nevus
Kiene 1995 29 F Nasolabial area 1 NP Combined blue 
nevus
El-ansary 2001 9 M Sole 1 NP Common blue 
nevus





Chen 2013 31 F Forearm 1 NP Common blue 
nevus
Milkova 2013 57 F Forehead 1 NP Common blue 
nevus
Rocha 2013 9 M Thigh 1 Homogeneous pattern, diffuse 
brownish areas, regular network, 




Spring 2013 42 F Ear 1 NP Fusiform and 
epithelioid cells




Our cases 2015 60, 58 F, M Head 2 Homogeneous pattern. Absence 






*M: male; F: female; NP: not published
lignant blue nevus. Although different authors have 
used different terms such as “eruptive blue nevus” (2), 
“plaque-type blue nevus” (3), and “patch-type blue 
nevus” (4), the term “agminated blue nevus” has also 
been used when many blue nevi are clustered in a 
sharply demarcated area ≤10 cm (5).
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CONCLUSION
The clinical, dermatoscopic, and pathological 
features of ABN reported in our paper expand the 
spectrum of ABN in the literature. When possible, a 
surgical excision is advised because differential diag-
nosis with malignant melanoma is not always possi-
ble. However, our report also highlights that a careful 
dermatoscopic analysis can be useful in establishing 
a correct diagnosis. 
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